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N 000; Initial Comments N OO0
During the annual Licensure survey conducted on
April 9 - 11, 2012, at Overton County Nursing
Home, complaints #TNOD028104 and
#TNO0022445 were investigated, No deficiencies
| were cited for complaint #TND0029445 under
E 1200 - 8 - 8, Standards for Nursing Homes
N1128| 1200-8-8-11(2)(a)9.(:0¢) Records and Reports | N1129
{2) Unusual events shall be reported by the
facility to the Department of Health In a format
designed by the Department within seven (7)
business days of the date of the identification of Utsual exerrashod
the abuse of a patient or an unexpected Beseported to the
l octurrence of accident that results in death, iife Department Of Health
 threatening or serious injury to a patient. within seven busitess
l days of the date of the
! (@) The fallowing represent circumstances that identification of the abuse
| could result in an urusual event that s an of a patient or an unexpected
| unexpected occumence or accident rasulting in occurrence of accident that
| death, life threatening or serious injury to a results In death, life threatening
patient, not related to a natural course of the or serious injury te a patient. 4/11/2012
patient's illness or underlying condition. The
circurnstances that could result in an unusual The DON is responsible
y event include, but are not limited to: for reporting unusual
incidents for the faciiity. ‘
9. procedure related incidents, regardless of If an event occurs and
1 Setting and within thirty (20) days of the the determination is that
f procedure and inaludes readmissions, which a resident is abused, or an event
include: occurs that results in death,
] life threatening or serious
i (xx) patient abuse, patient neglect, or injury to a patient the incident
misappropriation of resident/patient funds, will be reported to the
This Rule is not met as evidanced by; Department of Health
Baced on medical record review, facility policy within the time allotment.
review, and interview, the facility failed to report
[ an Injury of unknown arigin for one (#8) of
twenty—nme residents sarnptad
Tvision of Healm Gare FAollitles i
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N1128 l Continued From page 1 N1129
i The findings included:
ll Medical record review revealed residant #8 was
admitted o the facility on December 21, 2004, The DON will megt with
. and readmitted on October 14, 2011, with The facility Administrator
diagnoses to Include Cerebrovascular Accident, concerning all unusal incidents
j i = 3 1 | within a timely manner and an
{schemic Attagk, and Diverticulosis. investigation will follow. Upon
: conclusion of the incident the
Review of the Minimum Data Set dated Febnuary facility will notify the Department
3. 2012, revealed the resident was severely of Health concerning issues
impaired cognitively; was total dependenca for that are determined fall under
ransfers, bathing, dressing, and graoming; was the Tennessee Department of
incontinent of bowel-and bladder, received ibe Health guldelines
feading at 25 mi (milllliters) an hour, and was for reporting an unusual
transferred to the chair dally, ! incident.
Review of nursing notes dated Decermber 27, The DON and the QA'committee
2011, revealed "...dark purple brulsing and will caver any Incidents which
swelling frem It. (left) hand middle finger are reportable to state on a
spreading to top of left hand, 5 em {centimeter) X quarterly basis to determine
i Acm..." compliance.
| Review of radiology report of the left hand dated
December 27, 2011, revealed "...bony structure i5
i uniformly mineralized and osteoporotic, There is
a nondisplaced fracture at the proximal aspet pf
i the proximal phalynx of the third finger...".
Review of the facility investigation revealed an
unknown cause of the injury.
During interview on April 11, 2012, at 1:00 p.m.,
in the conferenca room, the Direator of Nursing
confirmed the investigation was completed but
the facility failed to report it via the Unusual
! Incident Reporting System as a case of possible
| resident abuse.
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